Sir,

A 43-year-old male patient presented with generalized pruritic, erythematous to violaceous plaques and hypopigmented scaly ill-defined patches. The patient was treated for psoriasis for the past 20 years, by various doctors in tertiary centers, with topical steroid, methotrexate, cyclosporine, and phototherapy without much control. His condition remained overall uncontrolled and progressive. He was started on subcutaneous injections of etanercept (Enbrel™) 5 years back, and was discontinued after 3 months, as there was no improvement in Psoriasis Area and Severity Index score.

The patient\'s condition further worsened, and he developed multiple new plaques in the past 6 months. He sought treatment from another hospital in Southern India and was prescribed secukinumab (Injection Scapho™) loading dose (five injections at weekly interval). After the fifth injection of secukinumab, the patient showed no improvement.

After this development, he came to our hospital for the second opinion of whether he should be continuing the injection.

On examination, we noticed that he had many erythematous to violaceous plaques and nodular lesions in face, trunk, and extremities, some of which showed signs of crusting in the center \[[Figure 1](#F1){ref-type="fig"}\]. He also had scaly ill-defined patches spread over the trunk and extremities; on careful history taking, it was revealed that these scaly patches were there for more than 25 years, and his plaque developed much later.

![Psoriasiform plaques in the trunk and extremities](IJD-62-533-g001){#F1}

We asked the patient to stop secukinumab injections for the time being and asked for the routine blood counts and serology, which was within normal limit. We did a 4 mm skin punch biopsy from the plaque, and on hematoxylin and eosin staining, the histopathology revealed epidermotropism with atypical lymphocytes in clusters throughout the epidermis \[Figure [2a](#F2){ref-type="fig"} and [b](#F2){ref-type="fig"}\]. Immunohistochemistry revealed clonal proliferation of CD2, CD3, and CD5 positive and CD20 and CD7 negative lymphocytes in epidermis and superficial dermis \[Figure [3a](#F3){ref-type="fig"}--[e](#F3){ref-type="fig"}\]. Fludeoxyglucose whole-body positron emission tomography/computed tomography scans revealed bilateral involvement of axillary, external iliac, and inguinal lymph node. Peripheral blood smear, however, failed to detect any atypical T-lymphocyte. We diagnosed the case as cutaneous T-cell lymphoma (CTCL), and currently, the patient is undergoing chemotherapy in a tertiary cancer hospital.

![Histopathology with hematoxylin and eosin stain (a) Photomicrograph ×10 showing epidermotropism with atypical lymphocytes in clusters throughout the epidermis. (b) Photomicrograph ×40 showing epidermotropism with atypical lymphocytes in clusters throughout the epidermis](IJD-62-533-g002){#F2}

![(a) Immunocytochemistry shows CD2-positive cells in the epidermis and dermis. (b) Immunocytochemistry shows CD3-positive cells in the epidermis and dermis. (c) Immunocytochemistry shows CD5-positive cells in the epidermis and dermis. (d) Immunocytochemistry shows CD7-negative cells. (e) Immunocytochemistry shows CD20-negative cells](IJD-62-533-g003){#F3}

We report this case to draw attention to this unusual situation when more than one biologics were used in a patient with a provisional diagnosis of psoriasis. CTCL can be a great mimicker of many diseases including psoriasis. Many dermatologists treated the patient with multiple immunosuppressives and immunomodulators, and a battery of tests was conducted. However, somehow, no one considered doing a biopsy even after repeated failure of systemic therapies including biologics.

CTCL can mimic psoriasis in different stages as it may produce psoriasiform plaques\[[@ref1]\] or acquired palmoplantar keratoderma\[[@ref2]\] and erythroderma.\[[@ref3]\] Moreover, even histopathologically, early CTCL may be difficult to be differentiated from psoriasiform dermatitis.\[[@ref4]\]

CTCL has been described in patients of psoriasis;\[[@ref5]\] especially, there can be a sudden onset of cutaneous lymphoma, after initiation of immunosuppressives.\[[@ref6]\] Systemic hepatosplenic T-cell lymphoma was also reported with immunomodulators and biologics in a patient with Crohn\'s disease.\[[@ref7]\] It is reported in literature that there is a definite risk of developing lymphoma in the patients of psoriasis.\[[@ref8]\] There was a suggestion of genetic linkage in the pathogenesis of psoriasis and CTCL.\[[@ref9]\]

Hence, we conclude that CTCL can not only be masquerading as psoriasis both clinically and histopathologically but also there can be some causal linkage. CTCL was reported in patients of psoriasis who were treated with biologicals such as etanercept\[[@ref10]\] and efalizumab.\[[@ref11]\] Keeping in mind the above discussion and the context of our patient, we strongly suggest that a biopsy for histopathology should be considered in cases of recalcitrant psoriasis, especially before starting biological therapy.
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